The 
Southern Surgeon 


MANAGING EDITOR 


ASSOCIATE EDITORS 


4s, MAD... 414 Navarro St., San Antonio 
M.D............. 1023 South 20th St., Birmingham 
VOLUME XIV 
1948 


THE SOUTHERN SURGEON PUBLISHING CO. 


ATLANTA 


4 
q 
EDITOR 
A 
ce 


. 

« 
- 

q 

‘ 

\ 
: 


S% 
CONTENTS OF VOLUME XIV 


JANUARY, 1948, NUMBER | 


Popliteal Varices Simulating Baker’s Cyst. M. Moore, Jr., M.D., Memphis ____. 1 


Common Duct Obstruction Relieved by Injection of a Topical Anesthetic into 
T Tube. W. R. Glenn, M.D., and W. H. Hill, M.D., Atlanta 3 


Problem of Carcinoma of Colon in Southeast. J. L. Martin, M.D., Montgom- 


ery, Ala. 7 
Congenital Extrinsic Duodenal Obstruction in New Born; Report of 2 Cases. 
J. Stewart, M.D., Miami 15 
EDITORIALS: 
Editorial. H. Acuff, M.D., Knoxville_.. 3+ 
The Southern Medical Colleges and The Southern Surgeon. R. L. Sanders, 
M.D., Memphis 37 
Roster of The Southeastern Surgical Congress 40 
FEBRUARY, 1948, NUMBER 2 
Emory University School of Medicine Number 
Venous Thrombosis of Extremities. D. C. Elkin, M.D., Emory University... 61 


Sympathectomy in Treatment of Thromboangiitis Obliterans. F. W. Cooper, Jr., 
M.D., and M. H. Harris, M.D., Emory University 70 


Diverticula of Colon. J. D. Martin, Jr., M.D., and R. S. Caudle, M.D., Atlanta___ 82 
Carcinoma of Breast. R. L. Brown, M.D.; J. E. Scarborough, M.D., and M. B. 


Davis, M.D., Emory University 94 
Modern Methods of Diagnosis and Treatment of Mediastinal Masses. O. A. 
Abbott, M.D., Emory University 101 


Spinal Cord Tumors and Similarity of Their Symptoms to Those of Other More 
Common Diseases. E. F. Fincher, M.D., and H. S. Swanson, M.D., Atlanta__ 111 


Posterior Tibial Nerve Injuries. W. C. Ward, M.D., Emory University... 124+ 
The Place of Colostomy in Present Day Surgery. D. H. Poer, M.D., Atlanta_... 


Transverse Abdominal Incisions. W. G. Whitaker, Jr., M.D., Atlanta 143 


Surgical Treatment of Growth Deformities of Mandible. F. F. Kanthak, M.D., 
and W. G. Hamm, M.D., Atlanta... 


Fractures of Radial Head associated with Chip Fracture of Capitellum in Adults; 
Surgical Considerations. P. L. Rieth, M.D., Emory University. 154 


147 


EDITORIAL: Medical Statesmen Needed. R. H. Wood, M.D., Emory University 161 


MARCH, 1948, NUMBER 3 


The New Home of The Congress. F. K. Boland, M.D., Atlanta vii 
Greetings to the Medical and Surgical Profession. H. Acuff, M.D., Knoxville. 169 


ing 
? 


vi ' THE SOUTHERN SURGEON 


Testosterone in Far Advanced Breast Cancer; Preliminary Report. T. C. Davi- 
son, M.D., and A. H. Letton, M.D., Atlanta £ 


Surgical Treatment of Essential Hypertension. H. Wilson, M.D., Memphis. 
Multiple Pelvic Malignancies. W. H. Hill, M.D., and W. R. Glenn, M.D., Atlanta. 
Sterility. R. M. Brannon, M.D., Birmingham 

Gunshot Wounds of Abdomen. K. D. Grace, M.D., LaGrange, Ga. 


Control of Trigeminal Neuralgia Pain (Bee Venom). R. Bayne, M.D., Selma, Ala. 


Open Reduction and Fixation of Fractures of Facial Bones. J. T. Ellis, M.D.; 
S. W. Windham, M.D., and S. G. Latiolais, M.D., Dothan, Ala 


EDITORIAL: Mesenteric Lymphadenitis in Childhood. J. R. Young, M.D., An- 
derson, S. C. 


APRIL, 1948, NUMBER 4 


Penicillin in Treatment of Abdominal Infection. J. E. Hamilton, M.D., and B. 
Greenspan, M.D., Louisville 


Appendectomy: A Technic for Total Excision. C. H. Taylor, M.D., Cleveland, 
Tenn. 


Surgical Aspects of Diverticula of Duodenum, with Report of Additional Surgical 
Case. F. M. B. Slater, M.D., and W. H. Parsons, M.D., Vicksburg, Miss._-.-... 


Application of War Experiences to Civilian Chest Casualties. E. B. Hay, M.D., 
Houston 


Familial Sciatica Due to Herniated Discs. J. M. Meredith, M.D., Richmond 
Tumor of Carotid Body: Case Presentation. H. C. Dahleen, M.D., San José, Calif. 


Early Carcinoma of Prostate: Its Diagnosis and Treatment. J. H. Semans, M.D., 
Atlanta 


Cysts of Falciform Ligament. J. S. Brown, Jr., M.D., Camp Lejeune, N. C. —. 


EDITORIAL: Operability of Thyroid Cases. W. H. Prioleau, M.D., Charleston, 


MAY, 1948, NUMBER 5 
Residual Stones in Cystic Duct following Cholecystectomy. A. E. Grimes, M.D., 
Lexington 
The Acute Abdomen. C. N. Carraway, M.D., Birmingham 


Fractures of the Femur; Neck and Trochanteric Region. J. T. Ellis, M.D., and 
S. W. Windham, M.D., Dothan, Ala. 


Propylthiouracil in Treatment of Goiter. J. G. Dees, M.D., Jackson, Miss... 


Surgical Treatment of Hypertension. J. E. Thompson, M.D., Boston; M. H. Har- 
ris, M.D., Newport, Ark., and W. C. Dine, M.D., Amarillo, Tex... 


Treatment of Anuria by Peritoneal Irrigation. W. H. Cave, M.D., Greenville, 


Masquerading Hyperthyroid Patient. J. Campbell, M.D., and R. C. Green, M.D., 
Birmingham 


EDITORIAL: Controversial Problems in Surgical Treatment of Cancer of Rec- 
tum. C. J. Hunt, M.D., Kansas City 


170 
185 
192 
195 
202 
209 


211 


225 


227 


236 


240 


248 
258 
26+ 


289 
294 


309 
323 


326 


338 


342 


348 


| 
273 
283 


CONTENTS OF VOLUME AIT’ vii 


JUNE, 1948, NUMBER 6 

Tuberculous Abscess of Thyroid Gland. Report of Case. W. M. Stubbins, M.D., 

Vascular Spasm. A Review. R. B. Pomerantz, M.D., San Antonio... 358 
Early Rising after Major Abdominal Surgery. I. L. Greenberg, M.D., Atlanta 375 
Embolus of Femoral Artery. Report of Case. L. H. Battle, Jr.. M.D., Rome, Ga. 387 
Tuberculosis of Breast. T. P. Dana, M.D., Atlanta : se See 391 
Surgery of Sympathetic Nervous System. J. H. Johnston, Jr., M.D., Jackson, Miss... 397 


Prevention of Postoperative Pulmonary Complications of Upper Abdominal Sur- 
gery with Intercostal Nerve Block. J. Canipelli, M.D., Atlanta... 404 


EDITORIAL: Fellowship Address. F. K. Boland, M.D., Atlanta... 407 


JULY, 1948, NUMBER 7 


Intra-Abdominal Hernia as a Cause of Intestinal Obstruction with Special Refer- 
ence to Duodenal Fossae. J. T. Ellis, M.D.; S. W. Windham, M.D., and 


S. G. Latiolais, M.D., Dothan, 413 
Acromioclavicular Joint Injuries; heron and Operative Treatment. M. Moore, 

Malignancies of Duodenum. R. H. McLean, M.D., Jackson, Miss... #39 
Meigs’ Syndrome. Report of Case of Fibroma of Ovary with Ascites. W. L. Sibley, 

Cancer of Stomach. J. K. Quattlebaum, M.D., Savannah Pate 462 
EDITORIAL: Your Surgeon and Mine. A. S. Jackson, M.D., Madison, Wis... +74 

AUGUST, 1948, NUMBER 8 
The Tulane University of Louisiana School of Medicine Number 
Venous Thrombosis. A Ochsner, M.D., New Orleans __.....-.--.------------.. 477 
Unsolved Diagnostic Problem of Mesenteric Vascular Occlusion. F. F. Boyce, 

Strictures of Esophagus. M. G. Lynch, M.D., New Orleans 
506 


Fatalities from Spinal Anesthesia. J. Adriani, M.D., New Orleans 
Acute Obstruction of Small Bowel. O. C. Cassegrain, M.D., New Orleans... 519 
Volvulus of Colon; Study of 24+ Cases. M. L. Michel, M.D., and E, L. iia 


Jr.. M.D., New Orleans... 625 
Regional Enteritis. F. L. Loria, M.D., New Orleans 
Surgical Management of Tubal Factor in Sterility. B. B. hachesaniacons M.D., New 

Surgical Treatment of Malignant and Benign Obstructive Lesions of Esophagus. 

M. E. DeBakey, M.D., and A. Ochsner, M.D., New Orleans —..................-. 562 


f 
3 


Viii THE SOUTHERN SURGEON 


Significance of Bronchoscopy in Bronchiogenic Carcinoma. C. H. Steele, M.D., 
New Orleans 


Hematomas of Parturient Canal. J. P. Michaels, M.D., and J. S. Herring, M.D., 
New Orleans 


Bronchiogenic Carcinoma. A. Ochsner, M.D.; M. E. DeBakey, M.D., and I. M. 
Richman, M.D., New Orleans 


EDITORIAL: M. Lapham, M.D., New Orleans 


SEPTEMBER, 1948, NUMBER 9 


Control of Arrhythmias occurring during Operations upon the Valves of the Heart: 
Experimental and Clinical Observations. H. G. Smithy, M.D., Charleston, 


Problems in Diagnosis and Treatment of Kidney Stones. H. L. Kretschmer, M.D., 
Chicago 


Head Injuries. J. W. Devine, Jr.. M.D., Lynchburg 


Carcinoma of Breast: A Comparative Statistical Study. E. G. Ramsdell, M.D., 
White Plains, N. Y 


An Evaluation of Treatment of Endometriosis. A. F. Burnside, M.D., Colum- 


Genital Malignancy in the Female. R. A. Ross, M.D., Durham, N. C._---- 
EDITORIAL: Luther Leonidas Hill. E. B. Carmichael, Ph.D., Birmingham______.. 


OCTOBER, 1948, NUMBER 10 


Surgical Treatment of Polyposis of Colon. F. W. Rankin, M.D., and J. G. Webb, 
M.D., Lexington, Ky. 


Acute Cholecystitis. J. H. Johnston, Jr.. M.D., Jackson, Miss 
Human Bites. F. F. Boyce, M.D., New Orleans 


Gastrostomy and Intestinal Tube Feedings as an Aid in Gastric Surgery. E. M. 
Colvin, M.D., and F. T. Wallace, M.D., Spartanburg, S. C : 


Epithelioma of Penis. G. H. Ewell, M.D., Madison, Wis 
EDITORIAL: Carcinoma of Uterus. B. T. Beasley, M.D., Atlanta 


NOVEMBER, 1948, NUMBER 11 


Complications of Treatment of Fractures of Shaft of Femur. W. G. Stuck, M.D., 
and A. Grebe, M.D., San Antonio 


Dislocated Disc of Lumbar Region. Statistical Analysis of Series of Cases. J. G. 
Lyerly, M.D., and V. T. Grizzard, M.D., Jacksonville 


Pilonidal Sinus Disease, with Especial Reference to the McCutchen Operation for 
Complicated Cases. G. H. Ewell, M.D., Madison, Wis 


The Cancer Problem. H. Acuff, M.D., Knoxville 
EDITORIAL: The Elderly Surgical Patient. J. D. Martin, Jr.. M.D., Atlanta_ 


Book Reviews _.. 


576 


583 


595 
607 


611 


619 
632 


637 


645 
651 
659 


735 


755 


766 
774+ 
796 
799 


= 
= 
3 
= 
| 671 
709 
> 
= 


CONTENTS OF VOLUME XIV ix 


DECEMBER, 1948, NUMBER 12 


Experiences with Total Gastrectomy. H. K. Ransom, M.D., Ann Arbor_._. 801 
Primary Carcinoma of Gallbladder. L. J. Gariepy, M.D., and L. W. Gardner, 
$20 
Conservative and Surgical Management of Esophageal Obstruction. G. E. Fisher, 
M.D., and J. J. Hicks, M.D., Birmingham ... $29 
Placenta Previa, with Report of 2 Cases. R. Mundt, M.D., Fort Smith, Ark... 841 
Inguinal Hernioplasty: Anatomic Evaluation of Current Methods. W. G. Whit- 
aker, Jr., M.D., Atlanta 846 
EDITORIAL: The Southwestern Surgical Congress. R. L. Sanders, M.D., Mem- 
phis 853 


Index to Volume XIV. 856 


3 


The 
Southern Surgeon 


Subscription in the United States, $5.00 


Vol. XIV, No. 1 Pobliching Co. January, 1948 


POPLITEAL VARICES SIMULATING BAKER'S CYST 


Moore Moore, Jr., M.D., F.A.C.S. 
Memphis 


oe of the deep popliteal veins are of extremely rare 
occurrence. The embryology and anatomy of extremity veins 
have been studied carefully by Kampmeier and Birch.’ They found 
that valves are usually located at the entrance of the saphenous into 
the femoral and the popliteal veins. These are also usually below 
the opening of a tributary ; however, this was not constant and there 
seemed to be no regularity whatsoever in their location. The deep 
veins composed of the femoral, popliteal, anterior and posterior 
tibial and their tributaries are located beneath the deep fascia and 
are surrounded by the powerful muscles of the leg. This prevents 
these veins from dilating when subjected to pressure; also the pump- 
ing action of the muscles in walking aids in emptying these veins. 
Varicosities of the deep veins rarely occur for these reasons. 


Sarma? in an analysis of 1387 ligations of varying types in 1000 
patients reports 2 excisions of a popliteal varix. These two patients 
had dilated veins in the posterior surface of the leg during high 
ligations and were not benefited by injection later. Dilation became 
much more pronounced and exploration revealed that they com- 
municated directly with the popliteal vein through a small opening 
in the deep fascia. These popliteal varices were excised with good 
results. In a review of the available literature for the past 10 years 
no other reference is found of such conditions. 


In the past 4 years 3 such cases have been referred to the author 
with the tentative diagnosis of Baker’s cyst or posterior herniation 
of the knee capsule. It must be confessed that none were diagnosed 
correctly preoperatively, though the condition was definitely sug- 
gested in the last two. Venograms were not made prior to explora- 

e tion. One was aspirated and bloody fluid secured, but this case had 
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been subjected to an injury. The other two had no traumatic his- 
tory. All histories and physical findings were compatible with the 
diagnosis of Baker’s cyst and only one, a woman, had other vari- 
cosities which were mild. Two were males aged 40 and 34, seen at 
U. S. Naval Hospital, New Orleans, La., and one a female, aged 
48, seen in private practice. 


At operation the deep fascia of the popliteal space was found to 
be quite thin and weak in every instance. In one case two definite 
gaps were noted. Muscles were normal. Very large Medusa-head 
masses of popliteal varices were found each time, filling the deep 
popliteal space. Despite a very meticulous search no other pathol- 
ogy was found. All were treated by complete excision. 


Convalescence was uneventful in each case except for considerable 
swelling of the calf in two cases. One of these required two procain 
blocks of his lumbar sympathetic ganglia for complete relief. The 
other male had an uneventful recovery. The third case had mod- 
erate leg edema which responded promptly to an elastic stocking. 
The two men were returned to full duty, one as a seaman, the other 
as an athletic instructor and later baseball umpire. The woman has 
resumed all her household duties with no symptoms. She is now 6 
months postoperative, the men are three and a half years and two 
and a half years, all without return of disability. — 


SUMMARY 


1. A rare anatomico-clinical picture has been reported and 3 cases 
presented. 


2. This condition may be easily mistaken for popliteal (Baker’s) 
cyst. 


3. Surgical excision is curative. 


*The opinions or assertions contained in this article are the private ones of 
the writer and are not to be construed as official or reflecting the views of the 
Navy Department or the Naval Service at large. 


BIBLIOGRAPHY 
1. Kampmeier, O. F., and Birch, C. LaF.: Origin and Development of Venous Valves 
with Particular Reference to Saphenous District, Am. J. Anat. 38 :-451-499, 1927. 
2. Sarma, P. J.: Saphenous Vein Ligation, S. Clin. North America 78:129-139 (Feb.) 
1938. 
3. Vaughn, A. M.: Varicose Veins, Illinois M. J. 78:137-148 (Aug.) 1940. 
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COMMON DUCT OBSTRUCTION RELIEVED BY INJEC- 
TION OF A TOPICAL ANESTHETIC INTO T TUBE 


Wao ey R. Gienn, M.D. 
and 
W. Harry Hitz, M.D. 


Atlanta 


A COMMON duct obstruction following a cholecystectomy and 
choledochostomy is a perplexing problem in any patient, but 
especially so in the poor risk patient in whom reoperative interven- 
tion would be technically difficult. Recently we were confronted 
with such a problem. A review of the literature promptly produced 
the article by Harris and Marcus’ in which they reported injecting 
nupercaine solution into the T tube. This innocuous procedure is 
based on the premise that the common duct obstruction is caused by 
a spastic contraction of the sphincters of Boyden and Oddi, stimu- 
lated by the presence of foreign bodies, and that topical anesthesia 
of the receptor end of the reflex will relax the sphincters with a sub- 
sequent flushing of the gravel and “cholesterol mud” into the duo- 
denum. 


REPORT OF CASE 


A white 40 year old obese graduate nurse* two years previously had an 
emergency cholecystostomy for empyema of the gallbladder. At that time due 
to her extremely poor condition and obesity only drainage was done and several 
mixed type stones were removed. Nothing was palpated in the common duct. 
Her postoperative course was uneventful for about a year when she began to 
have attacks of right upper quadrant pain associated with nausea, vomiting 
and chills. Her weight at this time was 325 pounds. These attacks continued 
and it was decided that operative intervention was indicated. Her weight had 
been brought down with a low caloric diet to 260 pounds. 


At operation there was a small, dense, fibrotic gallbladder and the common 
duct was dilated to 2 cm. in diameter. Exploration of the common duct pro- 
duced a single multi-faceted mixed type stone 0.5 by 1 cm. and also numer- 
ous gravel-like stones. The stones were removed and the patency of the com- 
mon duct assured by flushing with normal saline and the passage of graded 
dilators into the duodenum. T tube drainage was instituted and the fibrotic 
remains of the gallbladder removed. 


On the twelfth postoperative day intermittent clamping of the T tube was 
begun. The closed periods were progressively increased up to as long as 20 
hours out of the 24. This the patient tolerated uneventfully, had no sensation 
of pressure and passed normal-colored stools. On the seventeenth postoperative 
day she had an attack of right upper quadrant pain with nausea, vomiting, 
chills and fever. Opening the T tube relieved the pain. Irrigation of the tube 
with warm saline was carried out: 30 c.c. could be injected before the patient 


*Patient operated on by Dr. B. H. Clifton. 
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Fig. 1. Cholangiogram showing the obstruction at the 
sphincter of Oddi. 


Fig. 2. Cholangiogram after injection of nupercaine 
solution, showing small amount of dye passing sphinc- 
ter at (A) and into duodenum (B). 
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complained of pain and each time 30 c.c. were aspirated. The returned fluid 
was bile-stained and contained thick strands of phlegmacious debris. A 
cholangiogram showed an obstruction at the sphincter of Oddi (fig. 1). 


The patient was premedicated with a medium acting barbiturate and the 
T tube injected with 20 c.c. of 1:500 solution of nupercaine. A cholangiogram 
20 minutes later showed that a small amount of the contrast material had 
passed into the duodenum, but a constriction remained at the ampulla (fig. 2). 


Fig. 3. Cholangiogram after injection of solution of 
metycaine, showing sphincter open widely and dye 
passing freely into duodenum. 


Four days later the T tube was reinjected, this time with 20 c.c. of a 1.5 per 
cent solution of metycaine. The premedication was the same. A cholangio- 
gram 20 minutes later showed that the contrast material entered the duodenum 
readily without dilating the common duct (fig. 3). Subsequent irrigation with 
saline solution produced no discomfort and none of the solution could be 
aspirated. The patient has been discharged from the hospital in good condition. 


At the present time, four weeks after the initial injection of the anesthetic 
solution, the T tube is open for one hour a day, at which time the hydrostatic 
pressure of the column of bile when the patient is in the recumbent position is 
sufficient to prevent its overflow. With the patient on her side only 7 to 10 c.c. 
of golden-colored bile drains out in one hour. 


COMMENT 
There is no doubt in our minds that the anesthetic solution in- 


: 
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jected into the T tube relieved the common duct obstruction. In this 
instance metycaine solution produced better results than did the 
nupercaine. If the patient is properly premedicated with a barbitu- 
rate the procedure can do no harm. This patient was saved further 
surgery which would have been formidable. 


SUMMARY 


Another case is reported in which common duct obstruction was 
relieved by injection of a topical anesthetic solution. 


REFERENCE 


1. Harris, F..I., and Marcus, S. A.: Common Duct Stone Relieved by Injection of 
Nupercaine Solution into T Tube, J.A.M.A. 737:29-30 (May 4) 1946. 


PROBLEM OF CARCINOMA OF THE COLON IN 
THE SOUTHEAST 


Joun L. Martin, M.D. 
Montgomery, Ala. 


i pug loss of 35,000 lives per year from carcinoma’ of the colon 
is sufficient to make this surgical problem one of more than 
passing interest. While the South and Southeast have the lowest 
death rate in the United States from carcinoma of the gastrointes- 
tinal tract, the number of deaths from this cause reported in the 
Southeastern States shows the early diagnosis and institution of 
treatment of carcinoma of the colon is still one of our most urgent 
problems. This study is an attempt to evaluate the available infor- 
mation to see just how big this problem is and how successful the 
methods advocated in handling this problem have been in lowering 
the mortality rate. 


That cancer is an important medical and surgical problem is 
revealed by the fact that about eighty-three out of every one thou- 
sand males and one hundred and fifteen out of every one thousand 
females will die from cancer if the present mortality rates? continue 
unaltered. While the outlook in the treatment of any malignancy 
is not too bright, the attitude of hopelessness should never be ac- 
cepted. Progress has been made in the treatment of this disease and 
when more emphasis is placed on the early diagnosis and treatment 
even better results will be obtained. Too often does the following 
experience, which is ‘similar to one related by Dr. Alton Ochsner 
before this Congress last year, happen to us. During the past year, 
the author saw an elderly man who was denied the chance to live 
when the diagnosis of carcinoma of the rectum was made. His 
family physician did not insist on surgery at the time of diagnosis 
and his family thought he was too old to be operated upon. The 
patient died of hemorrhage and exhaustion eighteen months after 
the diagnosis was made. At autopsy his lesion had not metastasized 
beyond the regional lymph nodes and was still resectable. 


The gastrointestinal tract is the most frequent site of carcinoma 
in both sexes. Carcinoma of the colon comprises about 10 per cent* 
of all the cases of the gastrointestinal tract. Half of these growths 
involve the rectum alone and two thirds involve the sigmoid and 
rectum. Ochsner and De Bakey* in their review of 4,561 collected 
cases of carcinoma of the large bowel, 2,670 (58.5%) were oper- 


Read before the fifteenth annual Postgraduate Surgical Assembly of The South- 
eastern Surgical Congress, Louisville, Ky., March 10-12, 1947. 
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able. They report operability from twenty-three different sources. 
Sixty-five and two tenths had an operability rate of 50 per cent or 
better, and 34.7 per cent had a rate of less than 50 per cent. 


Autopsy studies of Larson’ showed that of 210 cases of carci- 
noma of the colon coming to autopsy 113 had either no metastasis 
at all or only a few regional lymph glands which were resectable. 
Harding’ in 118 postmortem examinations found no apparent 
metastasis in 41 per cent and in an additional 4 per cent the metas- 
tases were readily amenable to surgical extirpation. In 44 per cent 
of this group of fatal cases lesions were resectable. In the same 
group 35 cases had palliative operations but 20 were found to be 
resectable. 

Only three Southeastern States maintain records of carcinoma 
of the colon including the sigmoid and rectum in the Bureau of Vital 
Statistics. These are records of deaths. The only available data 
recorded on operability and treatment is on indigent state-aid cases 
which comprise a small percentage of active cases. These States 
are Georgia, Louisiana and Mississippi and their reports are as fol- 
lows: Georgia’: Deaths from carcinoma of the colon reported for 
three years, 1943, 1944 and 1945—527. Deaths from carcinoma 
of the rectum, 241. A total of 768 deaths for the colon and the 
rectum. In the same period of time, deaths from carcinoma of the 
liver and biliary passages totalled 435. Operability of state-aid 
cases showed carcinoma of the colon operable in 44.6 per cent of 
the cases and carcinoma of the rectum operable in 33 per cent. 


Louisiana’ reported 194 deaths from carcinoma of the colon in 
1945. Divided according to race and sex, there were 73 deaths of 
white males; 77 deaths of white females; 15 deaths of colored 
males, and 29 deaths of colored females. The age incidence was 
greatest at 65 and above. 

Mississippi® reports deaths from carcinoma of the colon from 
1941 through 1945 as follows: 1945, 203 deaths; 1944, 137 
deaths; 1943, 141 deaths; 1942, 118 deaths; 1941, 112 deaths. 


Probably the best summation of information obtainable from 
the Bureaus of Vital Statistics comes from West Virginia, whose 
director® states that 45.2 per cent of cancer deaths are due to can- 
cer of the digestive tract and peritoneum. In the treatment phase 
of the cancer control program only 8.9 per cent of the cancer cases 
fall in this category. It is evident that diagnosis of cancer of the 
digestive tract is made in the last stages of the disease. 

More specific information of regional incidence of carcinoma of 
the gastrointestinal tract is found in the surveys made in New Or- 
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leans, Atlanta, and Birmingham by the United States Public Health 
Service. For New Orleans” in 1937 the percentage distribution of 
reported cases of cancer by sex, color and primary site per'100,000 
population: 


WHITE CoLoRED ToTaAL 
SITE Male Female Male Female Male Female 
Rectum and Anus 2.8 1.6 3.2 1.8 2.8 1.6 
Intestines 3.4 5.0 3.2 1.8 3.4 4.2 


Atlanta, Georgia, 1939. Percentage distribution by primary site 
and sex of reported* cases of cancer and recorded deaths from 
cancer. (Deaths for State of Georgia.) 


SITE MALE FEMALE 
Intestines Cases 3.5 3.0 
Deaths 9.1 6.9 
Rectum and Anus Cases 23 1.9 
Deaths 4.3 3.4 


Birmingham, Alabama."’ Percentage distribution of the total 
reported cancer cases, by primary site and sex, 1938: 


Primary SITE MALE FEMALE 
Intestines 3.6 
Rectum and Anus 33 an 


The ratio of cases to deaths was 3.5 to 1; 59 per cent of the 
living cases of the digestive tract had a duration of over 6 months, 
while only 28 per cent of the dead survived this period. 


The source of reported cases in five large cities by percentages is 
as follows :" 


PERCENTAGES 
Reported by Birmingham Pittsburgh Atlanta Chicago New Orleans 
Physicians only 59 37 36 30 22 
Hospitals only 29 +0 52 59 68 


Both hospitals and 
physicians 12 23 12 11 10 


2 
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The cause of cancer of the colon is not known. The one condi- 
tion which practically always ends in carcinoma is polyposis. When- 
ever and wherever polyps are found in the colon they should be 
removed. It is an accepted fact that certain individuals have a 
tendency to tissue hyperplasia. A person who has had a malignant 
lesion in his body is more likely to have another than a person who 
has never had cancer. 


We find that many bureaus of vital statistics record deaths from 
carcinoma under such classifications as digestive tract and peri- 
toneum and liver and biliary passages. Such groups represent a high 
percentage of cancer deaths and undoubtedly a considerable pro- 
portion of the deaths represent metastatic malignancies rather than 
primary tumors. If these were allocated to the primary sites it 
would appreciably alter the figures we use at present. 


Since lesions of the colon are visible, palpable or demonstrable 
by opaque enema and x-ray it would appear that the diagnosis 
should be made much earlier than our present statistics indicate. 
Many factors contribute to the failure of early diagnosis. Cancer 
of the colon is insidious in its onset and the early symptoms are few 
and mild and of rather indefinite nature but they tend to become 
gradually more pronounced. Unless there is early constriction of 
the lumen of the bowel, symptoms may be entirely disregarded for 
many months. 


Rives® states that malignancy of the rectum or sigmoid which 
makes up two thirds of the carcinoma of the colon can be seen by 
sigmoidoscopic examination. Half of all malignancy of the colon 
is located in the rectum within reach of the examining finger. In 
136 of the 276 lesions of the colon and of the rectum observed by 
Cohn,”* approximately 50 per cent, and of 72 of the 125 cases ob- 
served through material (tissue, sections and roentgenograms) sent, 
60 per cent, cancer was present. Rectal case lesions could be felt 
while colon cases were diagnosed by barium enema. Few biopsies 
were done. Brindley’* reports a series of 190 cases in which 126, 
or 66.3 per cent, had palpable masses which was the most promi- 
nent physical finding. Seventy patients with lesions of the right 
colon had palpable tumors and 56 patients with lesions of the left 
colon had palpable tumors. This is higher percentage of palpable 
masses than was noted in any other reported series of cases. 


The presenting symptoms of carcinoma of the colon and rectum 
vary little in all the series presented in the literature. Those listed 
by Romano and Trachtenberg’ in their review of 228 cases from 
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the Charity Hospital of Louisiana at New Orleans are quite con- 
stant in other series. 


Right Left Rectum Entire 


half half 129 series 

of colon of colon cases 228 

43 cases 56 cases cases 

Changes in bowel habit 16% 41% 51% 42% 
Bleeding 5% 18% 58% 42% 
Pain or vague discomfort 60% 41% 49% 50% 
Mass in abdomen 35% 5% — 8% 
Anemia 9% — — 2% 


Two thirds of the cases of the large bowel occur in the rectum 
or rectosigmoid and 95 to 100 per cent within reach of the exam- 
ining finger. Operability in lesions of carcinoma of the colon and 
rectum still remain at an encouraging level. Swinton and Higgin- 
botham™ have reported an operability rate of 75 per cent at the 
Lahey Clinic. Rankin and Olson reported an operability at the 
Mayo Clinic of 68 per cent. Ochsner and Hines*® report curative 
resection in 86 of 113 cases (76.9 per cent). In 233 cases of car- 
cinoma of the large intestine Stone and McLanahan™ report an 
operability rate of 84 per cent in the right colon: 77.7 per cent in 
the transverse; 70.4 per cent in the left colon and 67.6. per cent in 
the rectum. Brindley“ in reporting 190 cases states that some type 
of surgery was done for 79 per cent of the 190 patients. A removal 
of the tumor was accomplished for 66.6 per cent of the patients 
operated upon. A resection of the carcinoma was performed for 
52.6 per cent of all patients seen. In this series the duration of 
symptoms in the inoperable cases was 9.3 months while in the oper- 
able case the duration was 8 months. In Abell’s’® series of 200 
cases of carcinoma of the large bowel including the rectum, 44.5 
per cent of the patients came under observation at a time when 
radical measures could be instituted, 34.5 per cent at a time when 
palliative measures only could be employed and 19.5 per cent when 
neither method of possible relief was available. A total of 54 per 
cent denied the chance of cure which surgery offers. Five patients 
in this group had multiple foci including two cases with two lesions 
in the colon. Morgan’s" series showed an operability rate of 58.3 
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per cent. The operability rate from Charity Hospital of New Or- 
leans as reported by Romano and Tractenberg* for 228 cases in the 
year of 1935 to 1941 changed from 24 per cent in 1935 to 70 per 
cent in 1941 with a change in mortality rate from 71 per cent in 
1935 to 28 per cent in 1941. 


It is evident that hospitals are playing a part as diagnostic cen- 
ters and delay in hospitalization may be a delay in diagnosis. If 
physicians are dependent on hospitals for diagnosis, patients should 
be sent in for study whenever symptoms which might indicate cancer 
are present. 


One of the purposes of this presentation is to point out some of 
the reasons for the delay in diagnosis and treatment of lesions of 
the colon. The chief reasons: (1) failure on the part of the patient 
to seek medical aid early; (2) failure on the part of the physician 
to recognize early carcinoma of the large bowel; (3) the physicians 
first consulted by patients are incapable of making early diagnosis 
or of rendering best service; (4) wrong advice by the first physi- 
cian consulted; (5) delay in receiving adequate treatment after the 
diagnosis is made. 


There is only one method of dealing with malignancy which offers 
the greatest chance of life and cure, complete extirpation of the 
growth. Many famous surgeons have presented excellent papers 
before this Congress on the operative management of carcinoma 
of the colon. To this particular phase of the problem I can add 
nothing more than was presented by Ochsner, Meyer and Cattell at 
our 1946 meeting. 


Stone and McLanahan™ have well stated that “operability rates 
depend on many factors and may reflect both the type of patients 
in a given series and the attitude of the operator towards radical 
resection. An extension of operability will necessarily result in a 
higher mortality rate, but mortality rates in cancer surgery should 
be viewed with a less critical eye than mortality rated in non fatal 
diseases.” 


When cancer is treated is more important than how it is treated, 
provided the patient is in competent hands. Conservatism, when 
dealing with malignancy, conserves the disease, not the patient. 


Operative results:* Mortality in right half of colon is 1 in 8 
cases with 5 year cures resulting in half of those surviving surgery. 
Mortality in the left colon.and rectum is approximately 1 in 6 cases 
with 5 year cures in one third to one half of those surviving surgery. 
The age of greatest incidence is above 50 years where mortality 
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rates are high, yet statistics show that prognosis in older people is 
not particularly bad. 


Carcinoma of the colon can be diagnosed by more simple and 
positive procedures than carcinoma in any other portion of the gas- 
trointestinal tract. The problem of early diagnosis and treatment 
of this disease at the present time is very similar to the problem of 
early diagnosis and treatment of tuberculosis in 1915 when the 
efforts of all the medical profession were first focused on the prob- 
lem. Cancer control programs” up to the present have been built 
around the slogan “Consult Your Doctor,” but there is no statis- 
tical evidence to indicate that any great progress has followed these 
educational campaigns. In spite of the excellent results of cancer 
therapy reported in medical journals each year the mortality figures 
show a steady increase. It has been estimated that one third of the 
150,000 people who die of cancer each year could be saved if a 
majority of the victims could receive the best forms of treatment 
in an early stage of the disease. The physician first consulted may 
be incapable of rendering the best service through lack of training, 
lack of equipment or antiquated ideas. As surgeons, it is our respon- 
sibility to see that there is equipment for diagnosis and treatment 
in the County in which we practice and that all new methods of diag- 
nosis and treatment are brought to the attention of every doctor in 
our County society at least once each year. 


SUMMARY 


Statistics show that there is a ratio of 3.5 deaths to each one case 
of carcinoma in the South, indicating that diagnosis of carcinoma of 
the gastrointestinal tract is usually made late. In the Southeastern 
States only three, Georgia, Louisiana and Mississippi, maintain sta- 
tistics on carcinoma of the colon by which we can check our progress 
in diagnosis and treatment of the disease. 


Autopsy reports show that a high percentage of cases of car- 
cinoma of the colon were not only resectable but had metastasis only 
to regional lymph glands. The size of a lesion is no indication of 
its resectability. Carcinoma of the colon is insidious in its onset and 
any patient presenting symptoms commonly seen in the disease 
should have a rectal examination: a sigmoidoscopic examination 
and a barium enema and x-ray. Carcinoma of the colon is a favor- 
able lesion for cure. 


Operability rates are increasing while mortality rates are im- 
proving. 
The essence of treatment is when the patient is treated rather 
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than how he is treated provided he is in competent hands. Age is 
no barrier to treatment of cancer and statistics show that prognosis 
in older people is not particularly bad. 

If a system of physical examination and x-ray similar to that now 
used in the diagnosis and treatment of tuberculosis is applied to the 
diagnosis and treatment of carcinoma of the colon, the mortality 
rate of this disease should fall in a manner similar to that of tuber- 
culosis. 
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CONGENITAL EXTRINSIC DUODENAL OBSTRUCTION 
IN THE NEW BORN 


Report of Two Cases 


JosePH S. Stewart, M.D. 
Miami, Fla. 


XTRINSIC duodenal obstruction in the new born carries a strik- 

ingly high mortality. It is of interest to speculate on the cause 

of such a high mortality in a condition which gives beautiful results 

and a low mortality rate when early diagnosis is made and early 

surgery instituted. After a review of reported cases we believe that 

there are two causes, first, delay in diagnosis and second, inadequate 
surgery. 

That diagnosis presents the greatest stumbling block to successful 
treatment in volvulus is indicated by the fact that in a collected 
series of 42 cases’ under 5 years of age, 20 cases, or 47 per cent, 
remained undiagnosed until autopsy! Even though delayed diag- 
nosis seems to be the greatest cause, it is evident that inadequate 
surgery must bear a part of the blame. Further, it appears that 
unfamiliarity with the peculiar pathologic conditions found in these 
cases, associated as they are with abnormalities in rotation, accounts 
both for the difficulties in diagnosis and for the inadequate surgery. 


We will, therefore, briefly review the embryologic stages of rota- 
tion of the intestines and in particular of the midgut, in an attempt 
more clearly to understand the anatomic arrangement of the intes- 
tines which is found when normal rotation has been interfered with. 


STATISTICS 


Weible? in 1914 collected 66 cases of volvulus in all age groups, 
with a mortality of 66.4 per cent. There were 6 cases, 5 years of 
age or under, and in these the mortality was 100 per cent. Gardner 
and Hart in 1934* collected 103 cases and added 2 of their own. 
The general mortality was 58 per cent. There were 42 cases under 
5 years of age, with a mortality of 76 per cent. However, in this 
latter group, the mortality in the cases undergoing surgery was only 
52.2 per cent. Borow and Borow in 1937* reported one successful 
case in the new born, and interestingly but erroneously stated, 
““’ , . this case is the first, we believe, in which operation was suc- 
cessfully performed when the patient was 4 days old.” Ladd and 
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Gross in 1941‘ reported 44 of their own cases with a mortality of 
38 per cent. Of 35 cases subjected to Ladd’s operation the mortality 
was 22.9 per cent! Buckley and Wells in 1944° ne 5 cases in 
the new born with a mortality of 100 per cent. 


Fig. 1. From Ladd & Gross. Final stage of rotation and attachment of the mesenteries. 

The stippled portions become fused and anchored to the posterior abdominal wall, so 

that the ascending and descending parts of the colon are anchored and the mesentery 

of the jejunum and ileum have a posterior attachment from the origin of the superior 
mesenteric artery obliquely downward to the cecum. 


EMBRYOLOGY 


Congenital extrinsic duodenal obstruction in the new born is 
always associated with abnormalities of position and fixation of the 
intestines. Therefore, a thorough understanding of the embryologic 
development of the intestines is essential to a proper appreciation 
of the otherwise perplexing conditions found in these cases. To 
know the normal is to understand the abnormal! 


Developmental errors of location of the foregut. are exceedingly 
rare. Likewise, developmental errors of location of the hindgut are 
quite rare. Dott* was able to find but 2 instances of gross displace- 
ment of the splenic flexure and only 9 instances wherein the descend- 
ing colon was so far from normal position as to reach the midline. 
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Developmental errors in rotation of the midgut are, on the other 
hand, quite common, and in passing, it is well to remember that the 
pathologic consequences of malrotation are not confined to volvulus 
or obstruction in the new born, but exert their catastrophic influ- 
ence at any age. We need but mention the not infrequent sub- 
hepatic or left-sided, ruptured appendix, to illustrate this fact. 


FOREQUT 


ANTERIOR 


SUPERIOR 
MESENTERIC 
ARTERY 


MESENTERIC 
ARTERY 


MESENTERY. 


Fig. 2. Diagram representing conditions of primitive alimentary tract 
at fifth week. The 3 main subdivisions are seen to constitute 3 loops— 
the foregut, the midgut, and hindgut. The aorta is representative of the 
axis of the body. From it the 3 loops are suspended by their common 
mesentery, in the sagittal plane. In the mesentery the special arterial 
supply for each loop is represented. The midgut loop is already large 
and has been extruded into the umbilical cord. The cecal bud is ad- 
hering. 


Let us first define the midgut as that portion of the small and 
large intestine beginning in the duodenum at the entrance of the bile 
duct and extending to the mid-portion of the transverse colon. 


To put the cart before the horse, as it were, we will first consider 
the end result of normal rotation. Figure 1, from Ladd and Gross, 
is a diagrammatic illustration of the final position of the intestines 
and their mesenteric attachments after normal rotation and fixation 
have been completed. The duodenum runs from right to left under- 
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neath the superior mesenteric artery to join the jejunum at the liga- 
ment of Trietz. The jejunum and ileum have their mesenteries at- 
tached posteriorly, from the superior mesenteric artery, obliquely 
downward and to the right, to the cecum. The ascending and de- | 
scending parts of the colon are anchored to the posterior abdominal 
wall since their mesenteries have fused with that structure. The 


AORTA 


OELIAC Axis 


PRESSURE OF LEFT 
UMBILICAL VEIN 


POST ARTER 

MESENTERY 
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ARTERY, 


HINOGUT 


ViTELLINE DUCT 


AND ARTERY i After DOTT 


Fig. 3. Diagram representing conditions of alimentary tract about the 

eighth week. The first stage of rotation is being accomplished. The 

arrow indicates the pressure exerted by the left umbilical vein upon the 

pre-arterial segment of the loop, forcing it downward and to the right. 

Note the narrow duodenal-colic isthmus at the base of the loop, with the 
superior mesenteric artery running through it. 


cecum lies in its normal position in the right lower quadrant and the 
ileum enters it from left to right. We will now view the midgut 
before rotation has begun and trace its evolution to the end result 
just described. 


Figure 2, from Dott, illustrates the primitive alimentary tract at 
the fifth week. The aorta represents the long axis of the body. The 
foregut, midgut and hindgut, are seen to be suspended by a common 
mesentery in the sagittal plane and each division has a special blood 
- supply. Note particularly the sagittal plane of the entire intestines. 
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and the pre-arterial and post-arterial segments of the midgut, lying, 
for the most part, in the umbilical cord. 


Figure 3, from Dott, shows the alimentary tract at the eighth 
week. There has been a 90° anti-clockwise turn to complete the first 
stage of rotation. Derangements of the first stage are rare and 
occur only in extroversion of the cloaca. It is arrest of rotation or 
malrotation in the second and third stages that is of interest to the 
surgeon. 
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Fig. 4. Diagram representing the same stage as preceding figure, viewed 
from ventral aspect. The same points are brought out. Note especially 
the right-sided position of the small intestine and the left-sided disposi- 
tion of the large at this early stage of the rotation process. In the con- 
dition referred to as “non-rotation” these relations are maintained. 


Figure 4, after Dott, is a front view at the completion of the first 
stage. Note especially the right-sided position of the small intestine 
and the left-sided position of the colon. The duodenum does not 
run from right to left under the superior mesenteric artery but de- 
scends on its right and on the right side of the vertebral column. 
If rotation is arrested at this point, these positions are maintained 
throughout the life of the individual. The practical surgical impor- 
tance of this is evident. 
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Figure 5, after Dott, illustrates conditions at the tenth week as 
the second stage of rotation begins. Note that the jejunum and 
ileum (pre-arterial segment) are being withdrawn into the abdomen 
and are inserting themselves under the superior mesenteric artery. 
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Fig. 5. Diagram representing conditions of the alimentary tract at the 
tenth week. It will be seen that the pre-arterial segment of the loop—the 
small intestine—has increased in length disproportionately to the post- 
arterial segment, and that its mesentery has shared its rapid growth. 
The cecum and adjacent colon have grown relatively thick. The tem- 
porary umbilical hernia is in process of reduction. The small intestine 
is seen entering the abdomen on the right side of the superior mesenteric 
vessels and passing to the left side of the abdomen behind the mesenteric 
vessels to fill up the available space. The vessels are held forwards to 
the umbilicus by the cecum, which still lies in the sac. The second stage 
of rotation is in progress. 


Figure 6, after Dott, illustrates the completion of the second 
stage of rotation. The essentials of the permanent disposition of 
the intestines have been attained. The second stage has consisted 
of an anti-clockwise turn about the superior mesenteric artery of 
270° from the fifth week sagittal position. Thus the duodenum has 
attained its normal position behind the artery and the colon has 
crossed from left to right in front of the artery. 


The chief factor which determines the second stage is the sequence 
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in which the intestines are returned to the abdomen from the um- 
bilical cord. Normally, the jejunum returns first and then the ileum, 
as an anti-clockwise turn is made, under the superior mesenteric 
artery. Interruption of the normal sequence of return is of practical 
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Fig. 6. Diagram illustrating conditions of alimentary canal about the 

eleventh week. The second stage of rotation is complete—the cecum 

is now in contact with the posterior abdominal wall at the right loin. It 

will now be seen that the midgut loop has rotated on the axis of the 

superior mesenteric vessels through 270° from its original sagittal plane. 

The essentials of the permanent disposition of the viscera have been 
attained. 


importance. Figure 7, after Dott, shows a malrotation of the mid- 
gut loop, there being a reversed rotation of the pre-arterial segment 
of 90° in a clockwise direction, with arrested rotation of the post- 
arterial segment so that the mesentery is folded over as on a hinge, 
along the line of the superior mesenteric artery. Figure 8, after 
Dott, shows a reversed rotation of the midgut loop. The colon is 
seen to lie behind the mesenteric vessels with the duodenum in front. 


In the third stage of rotation (fig. 1) the cecum further descends 
and certain portions of the intestine become fixed to the posterior 
abdominal wall by the fusion of their mesenteries to the posterior 
parietal peritoneum. The cecum by the fifth month has reached the 
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iliac crest. The fourth portion of the duodenum has become fixed 
in its retroarterial position by fusion of its mesentery. The superior 
mesenteric artery is directed obliquely downwards and its mesentery 
is fixed in the same oblique direction. The ascending and descending 
colons are fixed. Thus the mesentery of.the postarterial segment, 
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Fig. 7. Malrotation of midgut loop. Reversed rotation of the pre-arterial 

segment to 90° in a clockwise direction. Arrested rotation of the post- 

arterial segment. The mesentery is folded over, as on a hinge, at the 
line of the superior mesenteric artery. 


or at least that of the cecum, ascending colon and hepatic flexure has 
become obliterated by fusion. The transverse colon maintains its 
mesentery. The prearterial mesentery remains free as the mesen- 
tery of the small intestine. The mesentery of the hindgut is com- 
pletely obliterated. 


The practical considerations of the third stage of rotation are 
fixation or fusion to the posterior parietal peritoneum in such a way 
that displacement, especially volvulus, is impossible. 


ADHESIONS AND IMPERFECT FIXATION 


The many case reports show that when the midgut loop is ar- 
rested in rotation or when malrotation occurs, fixation of the intes- 
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tine is imperfect and a great variety of secondary adhesions cause 
abnormal fixation. It appears that in practically all cases of volvu- 
lus due to malrotation, abnormal fixation is present. In fact, so con- 
stant are the abnormal adhesions that we may conclude that ab- 
normal fixation is a sine qua non of volvulus. It appears quite defi- 


Gast HEPATIC Great 


“6 
OMENTUM 
/ 


S'TE OF \ 
OBSTRUCTION 

A 


Of 
AS TERY AND DUCT 


Fig. 8. Reversed rotation of midgut loop. The midgut loop has rotated 
in a clockwise direction through 90° from the original sagittal plane. 
Thus the colon is brought to life behind the mesenteric vessels and the 
duodenum in front of them. These are the only noticeable defects, the 
viscera otherwise attaining normal positions, though of course their 
anterior and posterior surfaces are reversed. (Case 1.) 


nitely that in cases of malrotation without abnormal fixation, vol- 
vulus does not occur. It is interesting to note that in the 3 cases 
collected by Dott, abnormal adhesions were not mentioned. He 
stated, however, that out of 48 cases he collected from the litera- 
ture, 35 were accidentally discovered and the intestinal misplace- 
ment apparently gave rise to no symptoms and, further, he stated 
that in 13 cases, erroneous fixation of the bowels was the directly 
predisposing cause of the obstruction. He quoted Rixford’s’ case 
in which he found, on entering the abdomen, “. . . that there were 
adhesions which bound the duodenum to the transverse colon.” 
Gardner and Hart showed the point of fixation in one of their cases, 
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fig. 9, to be adhesions between the upper part of the jejunum and 
the lower part of the ileum and in the other case (fig. 10) between 
the jejunum and the cecum. 


Ladd and Gross have found that in practically all of their cases 
the point of fixation has been between the hepatic flexure or the 
cecum, to a peritoneal band attached to the liver region. In both 
of the cases to be reported, the point of fixation was by adhesions 
binding the hepatic flexure across the duodenum. 


Fig. 9. First Case of Gardner & Hart. Appearance after detorsion, 

showing the adhesions between the terminal ileum and the first part 

of the jejunum. The mesentery of these segments was also firmly ad- 

herent from the bowel to the attachment of the root of the mesentery to 
the posterior abdominal wall. 


DUODENAL OBSTRUCTION FROM VOLVULUS AND FROM 
ABNORMAL BANDS 


We have learned that in arrested rotation the mesenteries of the 
midgut loop are not anchored. The small intestines hang from a 
short mesentery about the superior mesenteric artery. The-midgut 
portion of the colon is freely movable. Thus we have an ideal situa- 
tion for volvulus, given an exciting cause which we believe is an 
abnormal fixed point. Figure 11, from Dott (his second case), 
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illustrates volvulus of the entire midgut loop, one and one-quarter 
turns in a clockwise direction. Note the point of obstruction of the 
duodenum. Dott does not mention a fixed point. Figure 12, after 
Dott, illustrates volvulus of the small intestine in his third case. 
Again he makes no mention of a fixed point. Figure 13, after Dott, 
is a drawing from a postmortem specimen and illustrates well the 
duodenal obstruction at the neck of the volvulus. In this figure Dott 
calls attention to “the tightness with which the duodenum is wound 


Fig. 10. Second Case of Gardner & Hart. Appearance after detorsion. 

The duodenum is dilated and entirely on the right of the midline. As 

in Case 1, there are adhesions between the proximal and distal parts 
of intestine involved in the volvulus. 


around the mesenteric pedicle on account of a fixation of its first 
and second parts.” He calls attention to the wide spiral which the 
ileum describes around the pedicle. This is the usual condition 
found and explains the absence of vascular disturbance in the ob- 
structed loop. This will be referred to in reporting our Case 2. 


In the presence of abnormal rotation, duodenal obstruction may 
occur without volvulus. Ladd and Gross have beautifully demon- 
strated this fact and our first case bears it out. Figure 14, from 
Ladd and Gross, is a drawing from the operative finding in a new 
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born with duodenal obstruction due to malrotation and abnormal 
fixation. Note the incompletely rotated cecum lying across the 
straight non-rotated duodenum, and the adhesions which hold it 
there. In the right-hand figure the operative treatment is shown; 
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Fig. 11. Volvulus of midgut loop superimposed on non-rotation. The 

twist involves one-and-a-quarter turns—450°—in a clockwise direction 

from the original sagittal plane. That is, it deviates by two complete 

turns from the normal fully-developed position. Note that the cecum 
has obtained its normal location. (Case 2.) 


the bands are severed and the right colon is pushed over to the left, 
thus relieving the obstruction. Our first case was similar to this 
except that the hepatic flexure rather than the cecum lay across the 
duodenum. 


Figure 15, from Ladd and Gross, demonstrates the Ladd opera- 
tion for volvulus due to arrested rotation. Number 1 shows the 
appearance on opening the abdomen. Note the prominence of the 
small intestines in relation to the right colon which is not seen. 
Number 2 illustrates the very essential step of delivering the intes- 
tines on to the abdomen. In no other way can a complete view of 
the pathology be obtained. While writing this paper our attention 
was called to a fatality in a new born due to failure to observe this 
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rule—the adhesions across the duodenum were severed but the vol- 
vulus was not seen until the second operation when it was too late. 
Numbers 3 and 4 show the reduction of the volvulus and Numbers 
5 and 6, the second part of the Ladd operation, the severing of the ' 
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Fig. 12. Volvulus of the entire small intestine (excepting duodenum), 

superimposed on mal-rotation as shown in Fig. 7. The twist involves 

one complete turn of the parts implicated, from the original sagittal 
plane, in a clockwise direction. (Case 3.) 


fixed point bands and the return of the right colon to the left. Note 
especially the disposition of the intestines in this figure and compare 
with the embryologic positions at the completion of stage one of 
rotation. 


Case REPoRTS 


Case 1. Baby Hughes, white, male, born 23 March, 1946, weighing 8 lbs. 
1 oz. The child began to vomit on the second day. Several meconium stools 
were passed and on the fifth day there. was a brownish-green stool. His con- 
dition grew progressively worse and he continued to lose weight. Atropine 
had no effect. X-ray examination showed a partial obstruction of the duo- 
denum not influenced by atropine. The vomitus contained bile. On the sixth 
hospital day practically everything taken was vomited though an occasional 
feeding was partially retained. When first seen on the eighth day, the child 
was in very good condition. His hydration had been beautifully kept up by 
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the attending pediatrician. Diagnosis of partial obstruction at the duodenum 
was quite obvious. The vomiting of bile and the beginning of vomiting at 
three days of age enabled us to eliminate hypertrophic pyloric stenosis. Opera- 
tion was performed on the eighth day. 


On opening the abdomen the intestines appeared normal except that the 
duodenum and stomach were dilated. On delivering the intestines, the cecum 
and ascending colon were not attached and could be pulled up and over to the 
left side. There was no volvulus. From the liver to the hepatic flexure lay a 
peritoneal band which held the hepatic flexure on a straight duodenum. On 
incising this band and moving the hepatic flexure to the left side, the duodenum 
immediately emptied itself. The duodenum was on the right side of the 
abdomen. 


After DOTT 


Fig. 13. (Case 3.) Drawing from the postmortem specimen. There is 
a volvulus of the entire small intestine. Note the duodenum distended 
with bile; the site of the obstruction of the duodenum where it enters 
the neck of the volvulus; the tightness with which the duodenum is 
wound about the mesenteric pedicle on account of a fixation of its first 
and second parts. The comparatively wide spiral which the ileum 
describes around the pedicle occasions no obstruction. Note the large, 
free mass of the volvulus and the narrowness of its pedicle. The cecum 
is seen to occupy the sub-pyloric position, typical of mal-rotation. 
(See fig. 12.) 


Postoperatively, there was some vomiting for several days but by the fifth 
day the child was retaining all of its food and was gaining weight. Conva- 
lescence was complicated by a superficial infection in the wound which cleared 
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up readily, but not until several fine black silk sutures were extruded. The 
child has been in good health ever since. 


Case 2. We are indebted to Dr. W. C. Jones, of Miami, for the privilege 
of presenting this case, that of a white male, apparently normal, born on 12 
Feb., 1944. Weight 7 lbs. 12 oz.; length 21 inches. 


This child began to vomit on the first day of life. On the fifth day, x-ray 
examination showed distention of the stomach and duodenum but particularly 
of the duodenum (fig. 16). Some barium passed through into the colon. Op- 
eration was performed on the sixth day and a volvulus of the midgut with 
arrested rotation was discovered. The volvulus was reduced and the abdomen 
closed. Postoperatively, there was no improvement whatever. X-ray exam- 


Fig. 14—From Ladd & Gross. Appearance of abdominal viscera in a 
newly born child who had acute intestinal obstruction since the first day 
of life. An incompletely rotated cecum lies across the third part of 
the duodenum and obstructs it by extrinsic pressure. Method of surgical 
treatment. The peritoneal reflection which had anchored the cecum 
across the duodenum has been cut and the cecum is allowed to slide 
toward the midline of the abdomen, where it is left. This completely 
relieves the duodenal obstruction. 


ination 72 hours later showed a continuing obstruction of the duodenum with 
a few particles of barium passing through at five hours. 


On the third postoperative day, the abdomen was opened again. It was 
found that the volvulus had recurred, and now, in the light of the knowledge 
gained by study of the work of Ladd and Gross, the volvulus was again re- 
duced and the hepatic flexure was found bound down by adhesions across the 
duodenum, therefore, this band was incised and the hepatic flexure thrown 
over to the left side of the abdomen. The postoperative course was somewhat 
stormy due to the severe ileus from which this child suffered. Constant gastric 
drainage was instituted and careful parenteral administration of fluids was 
continued until the intestines regained their tone and the child began to gain 
weight. The child, up to the present, has had no recurrence and has had a 
perfectly normal development. In this case, volvulus had been present for 7 
days or more and yet there was no interference with the vascular supply of 
the involved loops of intestine. As mentioned earlier, this is explained by the 
loose manner in which the intestines coil about the mesentery. 
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Fig. 15—From Ladd & Gross. Operative treatment of acute intestinal obstruction 
arising from incompletely rotated cecum associated with volvulus of the midgut. 


C, Cecum. DU, Duodenum. J, Jejunum. Pf, Peritoneal folds. SMA, Su- 
perior Mesenteric Artery. 

1, Appearance of viscera on opening abdominal cavity. The small intes- 
tines are seen at once and appear to hide the right half of the colon. 

2, The intestinal mass is delivered out of the wound and pulled downward, 
showing the base of the mesentery. Coils of intestine or ascending colon are 
wrapped around-the root of an incompletely anchored mesentery. The volvulus 
has taken place in a clockwise direction. The descending duodenum is dilated 
because of extrinsic pressure from the peritoneal folds which cross it and run 
to the colon. 

3, The volvulus is reduced by taking the entire intestinal mass in the hand 
and rotating it in an anticlockwise direction (in most cases). 

4, The volvulus is now completely reduced and the cecum lies in the right 
paravertebral gutter. The peritoneal folds over the cecum can now be seen as 
they press on the duodenum. The duodenum is still obstructed by these folds. 
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These cases present two types of obstruction of the duodenum in 
the new born associated with arrested rotation. In Case 1, the ob- 
struction was due to abnormal fixation of the hepatic flexure across 
a straight duodenum whereas in Case 2, the obstruction was twofold, 


Fig. 16. X-ray showing duodenal obstruction in the second case. 


first from a volvulus and second from abnormal fixation of the 
hepatic flexure across the duodenum. Cure resulted from a proce- 
dure in which the intestines were returned to the positions found in 
the embryo after the completion of the first stage of rotation. 


DIAGNOSIS 


Vomiting is the chief complaint in intestinal obstruction of the 
new born. Continuing vomiting in an otherwise healthy baby means 
obstruction, and in obstruction early surgery is life-saving. Early 


5, Method of releasing the duodenal obstruction by cutting the peritoneal 
folds which compress the second or third part of the duodenum. The folds are 
cut along the dotted line. These folds do not carry any blood supply to the 
intestine or colon. 

6, Appearance of the intestines and ascending colon at the end of the operative 
procedure. The duodenum descends along the right paravertebral gutter to join 
the jejunum. The small intestines lie on the right side of the abdomen, while the 
cecum and ascending colon slide to the midline or left side of the abdomen. All 
obstruction is relieved by this procedure. The superior mesenteric artery and its 
branches are left exposed as shown. 
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surgery means a low mortality—late surgery a high mortality. 
Abdominal distention is not a symptom of high intestinal obstruc- 
tion. Thus, in duodenal obstruction, the only distention that is 
usually seen is that of the stomach itself and then only when it has 


not emptied itself by vomiting. It is our impression that the absence 


of abdominal distention is the chief reason for the delay in diag- 
nosis, the physician being loath to make a diagnosis of intestinal 
obstruction in the absence of something that he can see or feel, such 
as a mass or distention. A review of case reports makes it apparent 
that hours and even days are wasted in indecision, even in the pres- 
ence of positive x-ray evidence of obstruction—and this indecision 
and wasted valuable time because the diagnostic importance of 
vomiting, even in the absence of abdominal distention, is not ap- 
preciated. 


The differential diagnosis between hypertrophic pyloric stenosis 
and extrinsic duodenal obstruction is usually not difficult. The 
former rarely occurs before the second week and bile does not ap- 
pear in the vomitus, whereas in the latter vomiting begins early, 
even on the first day, and the vomitus usually contains bile. Dif- 
ferential diagnosis between atresia, stenosis and volvulus is difficult 
or impossible but decidedly unimportant. The important thing is 
to make the diagnosis of intestinal obstruction. The differential can 
await abdominal exploration! 


PRE AND POSTOPERATIVE TREATMENT 


It is trite to say that the important thing preoperatively and post- 
operatively is to combat dehydration and hypoproteinanemia. It is 
not within the scope of this paper to discuss fluid balance. Suffice it 
to say that, fortunate indeed, is the obstructed new born who, in the 
deal of life, draws as his pediatrician one fully cognizant of the 
worth of glucose, saline, blood and plasma. 


CONCLUSION 


In this presentation we have attempted to bring attention to the 
following points: 

First, the unnecessary high mortality in congenital duodenal ob- 
struction of the new born. 

Second, the relationship between abnormal embryologic develop- 
ment of the midgut and the surgical pathology found in obstruction. 


Third, the importance of delivering the intestines on to the ab- 
domen as a technical step in the surgery of this type of obstruction. 
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Fourth, the diagnostic importance of vomiting without abdom- 
inal distention. 


Fifth, the importance of the procedure described by Ladd and 
Gross in the surgical correction of duodenal obstruction. 


In addition, we have presented two hitherto unpublished case re- 
ports of extrinsic duodenal obstruction in the new born. We have 
quoted freely from the excellent studies of Dott and of Ladd and 
Gross and most of the illustrations used were taken from these 

- authors. 
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EDITORIAL 


The Southland, long oppressed during the days of reconstruction, 
in economics, physical development and education, has now launched 
forth on a program which incorporates these constructive elements 
in a well balanced economy to a degree and with a progress which 
is well nigh inconceivable. 


Great factories and mills are being constructed, native labor is 
available in adequate numbers, the rivers, the mountains, the lakes, 
afford hydroelectric energy in abundance, the unprecedented devel- 
opment of arterial highways has opened the vast virgin fields of 
agriculture, livestock, and diversified opportunities of remunera- 
tive enterprise. The long shore line and excellent harbors connect 
our shipping facilities with foreign countries. The long mild season 
is conducive to lower living costs, longer gardening and grazing 
periods which may well be reflected in greater profit to the producer 
and less cost to the consumer. 


Our educational system has experienced meteoric development 
within the past five decades. In practically every state in the South 
great outstanding universities rise with a well balanced, all inclusive 
program. Medical colleges of the highest scholastic rating afford 
an opportunity in the South. Among some of these we think of 
Tulane, Vanderbilt, Duke, Emory, Baylor, Kentucky and Alabama. 
Associated with the various state and private universities are mag- 
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nificent hospitals where internships, residencies and fellowships may 
be had under a staff of excellent surgeons, internists and specialists. 
Such a well rounded economy connotes for still greater expansion 
and development by a population which is yet predominantly native 
American and whose love and pride for the growth of their own 
Southland can be most fittingly described by their grim and deter- 
mined integrity. 

Keeping pace with the progress of educational development, The 
Southeastern Surgical Congress was formed by Southern Surgeons 
for Surgeons in the South and to give opportunity for expression 
by a younger group, of clinicians and research workers. 


The experienced and nationally known surgeons who have shaped 
the policies of the Congress have built well the foundation upon 
which it rests today. Its programs have always been the equal of 
any of the larger societies’. It admits to membership only the finest 
caliber of surgeons for full Fellowship and to the junior group only 
those whose training and ethical reputation insure their future de- 
velopment into leaders in the surgical profession. 


We live today in the hallowed tradition of Crawford Long, of 
Ephraim McDowell, of Shelton Horsley, of Rudolph Matas and 
many others whose contributions to medical literature have been 
revolutionary. They have led the way. We shall do no less, but 
shall strive to hold the torch a little higher for the emulation of 
those who shall come after us. 


I recognize a challenging opportunity for the Congress. I should 
like to see and have proposed that a permanent Home and Library 
with Business and Editorial Offices housed therein be established 
in Atlanta. I have received many supporting endorsements of this 


idea. 


I believe THE SOUTHERN SURGEON has a valuable contribution 
to render to Surgeons of the South. Its circulation must be in- 
creased in order to justify legitimate advertising. It must be main- 
tained monthly. Original articles crave a wider distribution than 
our journal now affords. This is another reason for increased mem- 
bership on a quality basis, together with increased subscription to 
the journal. The Hollywood Meeting will exceed by far any class 
of initiates yet known to the Congress. Invitation should be ex- 
tended by existing members to desirable non-members. 


During the war years, expansion was made difficult because of 
the vast number of our younger surgeons who were with the Armed 
Forces. Now that the guns of battle have been silenced and we take 
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up again the pleasant duty of not only our peacetime economic en- 
terprises, but our professional avocations, it is fitting that each of 
us shall extend an invitation to a fellow surgeon, equally competent, 
to join this great Congress of Surgeons in the South for the South. 


To such an objective may I indulge the hope that each member 
will dedicate himself to the consummation of such a constructive 
objective, and that The Southeastern Surgical Congress will rapidly 
take its rightful place among the great surgical organizations of 
America. 


HERBERT AcuFfF, President, 


The Southeastern Surgical Congress. 


ERRATA 


On page 867 of the December issue, in the paper entitled Some Factors in 
Thyroid Surgery influencing Morbidity and Mortality, by Gordon S. Fahrni, 
of Winnipeg, Canada, two lines of Table 1 were transposed. The table 
should have appeared as follows: 


TABLE 1 
Mortality Chart 
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Total 4,954 35 0.7% 27 74 12 46 
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Toxic Diffuse 2490 27° 
Nodular Goiter 2,524 8 0.3% 
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THE SOUTHERN MEDICAL COLLEGES AND 
THE SOUTHERN SURGEON 


THE SOUTHERN SURGEON has broken a tradition. It has ac- 
quired a broader cultural and scientific aspect. In short, THE 
SOUTHERN SURGEON has opened its pages to the medical colleges 
of the South. The surgical departments of the universities in this 
section are being invited to contribute at least two issues a year to 
the journal. Thus far, the program has been-filled through the year 
1951. So far as we know, this plan is entirely novel among medical 
journals; if so, it should set a precedent and establish a new tradi- 
tion in scientific periodicals. 


An affiliation between the universities and The Southeastern Sur- 
gical Congress is a distinctly desirable one from every -point of 
view. On their part, the faculty members of the universities are 
provided an outlet for reports of their studies. On its part, the 
Congress fully appreciates the confidence exhibited by the univer- 
sities in lending their cooperation in the plan, and is honored in 
having institutions of such high type contribute so generously to its 
journal. The Congress was established for the purpose of promot- 
ing, by educational methods, the advancement of surgery, especially 
in this part of the country. No richer nor more reliable source of 
scientific information can be found than in our Southern medical 
colleges. As the official organ of the Congress, the journal is in a 
position to carry this knowledge, not only throughout our own ter- 
ritory, but even to the far corners of the earth. 


This connection is particularly advantageous for the younger 
surgeons, who will find a worthy place for their papers in THE 
SOUTHERN SuRGEON. In fact, all the younger members of The 
Southeastern Surgical Congress, whether on the surgical faculties 
of the universities or not, are especially urged to give others the 
benefit of their experiences through the medium of the journal. 
Reports of single cases or groups of cases, or any other material of 
interest may be submitted. No doubt, a wealth of highly valuable 
information might be brought to light if our young men. would 
write more abundantly and avail themselves of this opportunity to 
publish their work. 


The plan for the publication of papers from the medical colleges 
was approved by the Council of the Congress before being referred 
to the colleges for their consideration. When approached upon the 
matter, most of the schools gladly joined hands with us. Accord- 
ing to the plan, the members of the surgical faculties of the univer- 
sities are to submit a sufficient number of papers to fill their respec- 
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tive issues, and the name of the contributing university is to appear 
on the cover. 


The first of these issues, which was published in February, 1947, 
consisted of papers from the Department of Surgery of the Medi- 
cal College of Alabama. The papers covered a wide variety of sub- 
jects, were presented in a most creditable manner, and were of the 
finest quality from the scientific viewpoint. Dr. Roy R. Kracke, 
Dean of the Medical College, wrote an editorial for the issue, in 
which he pointed out that the function of the medical school is not 
only to conduct an educational program, but also to render the 
greatest service for the public welfare. To do so, it must project 
itself into the practical problem of the care of the sick on a mass 
basis, must be vitally concerned with all matters pertinent to public 
health, and in every way possible must extend its influence for good. 
In all these activities, it should work in close harmony with the 
practicing medical profession. It was in keeping with this philos- 
ophy that the Department of Surgery of the Medical College of 
Alabama contributed the entire February issue of THE SOUTHERN 
SURGEON. 


The August and September issues of the journal were contributed 
by the surgical ‘faculty of. the University of Tennessee. When the 
matter was presented to that body, the response was most enthusias- 
tic. More papers were submitted than could be published in the Au- 
gust issue, and it was therefore necessary to carry several over in the 
September journal. The papers were accompanied by an editorial 
by Dr. O. W. Hyman, Dean of the Medical School, wherein he dis- 
cussed the role of the surgical departments of our universities in 
the progress of surgery. Dr. Hyman pointed out that the basis of 
scientific knowledge is experiment, that rigorous control of scien- 
tific experiment is necessary that the results may be exact, and that 
these measures require the team work of an entire institution. The 
opportunity to advance the practice of surgery is therefore at the 
door of the department of surgery in our medical colleges, since 
here may be found the personnel, the necessary facilities and the 
financial support. Finally, the transmission of such knowledge 
through medical journals insures its wide use with a maximum de- 
gree of safety. 


The Alabama and Tennessee men have set a high standard for 
the faculties of other colleges, though undoubtedly subsequent issues 
will reflect equal credit upon the contributors. 


This plan constitutes one of the most forward steps which has 
ever been taken toward the promotion of good will between the 
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universities and the surgical profession in the South. Moreover, if 
the response of other medical colleges equals that of the Alabama 
and Tennessee institutions, it will prove a great stimulus to better 
surgery, to more research, and to more extensive surgical writing. 
The possibilities of such a plan are far-reaching. The stimulation 
of scientific investigation and the dissemination of the knowledge 
gained through the cooperation between the journal and the univer- 
sities, should bring new renown to the universities and new distinc- 
tion to THE SOUTHERN SURGEON, and should have an incalculable 
influence upon surgical progress in our section. 


R. L. SANDERS, M.D. 


NU SIGMA NU RUDOLPH MATAS LECTURESHIP 


This lectureship has just been inaugurated by the Beta 
Iota chapter of the Nu Sigma Nu Medical Fraternity as an 
annual lectureship in honor of Doctor Matas and is to be 
held each year in New Orleans. The first lectureship will 
be held January 28, 1948. Dr. Alfred Blalock, Professor 
of Surgery, Johns Hopkins Medical School, has been 
selected as the first inaugural speaker. His subject will be 
“Surgical Treatment of Congenital Cardiovascular De- 
fects.” The medical profession is invited. 
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FLORIDA 
SENIOR FELLOWS 
De, PowRLt ADAMS... Panama City Hospital, Panama City 
Dr. Epwin H. ANDREWS............ 1135 W. University Ave., Gainesville 
ee se 1208 First National Bank Bldg., Tampa 
Dr. FrepericK H. BowEN..............0005: 2000 Park St., Jacksonville 
Dr. EpwarD CANIPELLI.............- 306 Professional Bldg., Jacksonville 
Citizens Bank Bldg., Tampa 
408 Sweet Bldg., Ft. Lauderdale 
Dr. CLEVELAND D. CocHRANE....... 701 N. Peninsula Dr., Daytona Beach 
1503 Kuhl Ave., Orlando 
dane 10 N. E. Third Ave., Miami 
1232 E. Fifth St., Ocala 


Quincy 


a Dr. Grorce M. Dawson.................-209 Clarke Ave., Palm Beach 
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305 St. James Bldg., Jacksonville 
Dr. JAMES G. ECONOMON............5-: 108 East Central Ave., Orlando 
841 Bayshore Blvd., Tampa 
Da: 1448 N. W. 36th St., Miami 
Dr. CHares L. FARRINGTON....... 223 Fourth Ave. N.E., St. Petersburg 
Dr. SAMUEL W. FLEMING...........- 417 Harvey Bldg., West Palm Beach 
Dn. 1503 DuPont Bldg., Miami 
Da, Rousar B. Hanxwuss.............-.. Lakeshore Hospital, Lake City 
Dr. Joun S. HELMs, JR...........- Lafayette Arcade Office Bldg., Tampa 
120 E. Robinson St., Orlando 
Dr. CHARLES F. JAMES, JR......... Washington Square Bldg., Tallahassee 
2033 Riverside Ave., Jacksonville 
Da, . 502 E. Colonial Dr., Orlando 
Dr. G. KENNEDY, JR... 816 N. Palafox, Pensacola 
P. O. Box 1021, Lakeland 
800 N. Rio Vista Blvd., Ft. Lauderdale 
516 Greenleaf Bldg., Jacksonville 
Dr. Newton C. McCo.titouGH............ 502 E. Colonial Dr., Orlando 
Dr. Duncan McEWANn...........eeeeee. 108 E. Central Ave., Orlando 
24 West Chase St., Pensacola 
Dr. KENNETH A. Morris............... 238 W. Church St., Jacksonville 
Da. Daven 442 Lafayette St., Tampa 
eS re 319 Clematis St., West Palm Beach 
ee 442 West Lafayette St., Tampa 
Dr. R. Wywn S. OwEN.......... 524 Florida Power Bldg., St. Petersburg 
Dr. W. DUNCAN OWENS...........00025 331 W. 47th St., Miami Beach 
First National Bank Bldg., Tampa 
Da. Homan Pranson, 702 DuPont Bldg., Miami 
Dr. JosepH A. PENDINO.............-000. 442 W. LaFayette St., Tampa 
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1410 S. Olive Ave., West Palm Beach 
544 N. Orange Ave., Orlando 
Dr. SHALER RICHARDSON...........-.++- 111 W. Adams St., Jacksonville 
348 Cove Blvd., Panama City 
720 Sweet Bldg., Ft. Lauderdale 
411 Comeau Bldg., West Palm Beach 
ee 308 Blount Bldg., Ft. Lauderdale 
535 S. Flagler Dr., West Palm Beach 
Dr. Witsur C. 238 West Church St., Jacksonville 
TMeMas. 221 S. Arrendona St., Gainesville 
903 Huntington Bldg., Miami 
Professional Bldg., Jacksonville 
Dr. Harrison A. WALKER.:.............000- 511 N. E. 15th St., Miami 
307 S. Orange Ave., Orlando 
arr P. O. Box 1021, Lakeland 
Dr. ARTHUR H. WEILAND............. Coral Gables Clinic, Coral Gables 
Dr. J. RALSTON WELIS........... Veterans Adm. Hospital, Jackson, Miss. 
Dr. CourTLAND D. WHITAKER............-- 200 Jefferson St., Marianna 
eee 2033 Riverside Ave., Jacksonville 
601 Huntington Bldg., Miami 

Junior FELLows 
Masonic Bldg., Quincy 
GEORGIA 
SENIOR FELLOws 

Dr. NEEDHAM B. BATEMAN, Candler Bldg., Atlanta 


2 
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Dn, Waseace 553 Walnut St., Macon 
Doctors Bldg., Atlanta 
Dr. Jos—epH H. BoLann................. 478 Peachtree St. N.E., Atlanta 
478 Peachtree St. N.E., Atlanta 
Dr. LesTER A. BRown, JR............--: 478 Peachtree St. N.E., Atlanta 
ere ere 478 Peachtree St. N.E., Atlanta 
es 478 Peachtree St. N.E., Atlanta 
Dr. HerscHEL C. CRAWFORD............ 478 Peachtree St. N.E., Atlanta 
Dr. LaurENCE B. DuNN................ 114 Gaston St., East, Savannah 
Dr. Monrok J. Eptinc...... 12 West Jones St., Savannah 
744 W. Peachtree St., Atlanta 
Dr. Enoar F. Fincuer, Medical Arts Bldg., Atlanta 
Hotel Redmont, Birmingham, Ala. 
Dr. Louts M. FREEDMAN..............+-: 1% East Gordon St., Savannah 
104 Ponce de Leon Ave., Atlanta 
308 Doctors Bldg., Columbus 
Dr. C. STEDMAN GLISSON, JR............ 407 Medical Arts Bldg., Atlanta 
Dr. James A. GREEN, JR..........-.00000. 390 N. Milledge Ave., Athens 
Dr. Murt M. Hacoop............... Marietta Hospital Bldg., Marietta 
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301 Church St., LaGrange 
errr Harbin Hospital, Rome 
700 Spring St., Macon 
Doctors Bldg., Atlanta 
_.19 E. Gordon St., Savannah 
University Hospital, Augusta 
ae Community Bldg., Thomaston 
Dr. Fintey A. KENNEDY........... 1345 Greene St., Augusta 
478 Peachtree St., Atlanta 
...1306 N. Patterson St., Valdosta 
University of Georgia, Augusta 
Emory University Hospital, Emory 
139 Forrest Ave., Atlanta 
Dr. THomas V. MATrHEWS.............+... 478 Peachtree St., Atlanta 
Dr. James G. McDANIEL............. 508 Grand Theatre Bldg., Atlanta 
Dr. Harotp P. McDona.p......... 804 Healey Bldg., Atlanta 
301 Exchange Bank Bldg., Albany 
Dn; 104 Ponce de Leon Ave., Atlanta 
1111 Medical Arts Bldg., Atlanta 
104 Ponce de Leon Ave., Atlanta 
Dr. Water A. Norton........... 105 East Oglethorpe, Savannah 
202 E. Liberty St., Savannah 
BE, 1113 Bankers Insurance Bldg., Macon 


a 
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241 Abercorn St., Savannah 
ne 15 E. Gordon St., Savannah 
403 Medical Arts Bldg., Atlanta 
Dr. JULIAN K. QUATTLEBAUM.............-- 24 W. Gaston St., Savannah 
P. O. Box 286, Sandersville 
Dr. CHarwes H. RICHARDSON, 700 Spring St., Macon 
University Hospital; Augusta 
First National Bank Bldg., Atlanta 
512 Grand Theatre Bldg., Atlanta 
Dr. A. S. SANDERS. Forrest Ave., Atlanta 
478 Peachtree St., Atlanta 
Medical Arts Bldg., Atlanta 
Dr: CEEVELAND EHOMPSON. . The Millen Hospital, Millen 
ee 151 Ponce de Leon Ave., Atlanta 
Dr. E. 57 Forsyth St., Atlanta 
Dr. RicHarp B. WEEKS...........-. 701 Southern Finance Bldg., Augusta 
ee University Hospital, Augusta 
1007 Medical Arts Bldg., Atlanta 
Junior. FELLows 
West Bldg., Rome 
501 Doctors Bldg., Atlanta 


| 
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Da W. 700 Spring St., Macon 
Dr. THomas W. Goopwin......... 1108 Southern Finance Bldg., Augusta 
Da. .. 816 Grant Bldg., Atlanta 
478 Peachtree St., Atlanta 
Dra. Rosuar B. Patterson Hospital, Cuthbert 
Dr. Homer R. MAULDING.............. 212 Medical Arts Bldg., Atlanta 
Da. ‘T. Je... 302 Southern Finance Bldg., Augusta 
Da. Harwanw 1738 Homestead Ave., Atlanta 
106 E. Jones St., Savannah 
Da. Tuomas A; SASTINGTON ... The Clinic, Thomaston 
308 Medical Arts Bldg., Atlanta 
Da. STRADMAN.. 310 Medical Arts Bldg., Atlanta 

KENTUCKY 
SENIOR FELLOWS 

1433 S. Third St., Louisville 
Francis Bldg., Louisville 
Dr. Henry B. ASMAN...............++.+.+321 W. Broadway, Louisville 
624 Francis Bldg., Louisville 
200 N. Upper St., Lexington 
Dr. BRANHAM B. BAUGHMAN.............- 401 W. Main St., Frankfort 
Dn. Veterans Adm. Center, Dayton, Ohio 
226 St. Clair St., Frankfort 
522 W. Ormsby, Louisville 
Dr. THomas L. McCord Bldg., Richmond 
Dr. Maurice G. BucCKLES........... 1 South Fourth St., Columbus, Ohio 
rrr 332 W. Broadway, Louisville 
865 Starks Bldg., Louisville 
877 Starks Bldg., Louisville 
143 N. Fourth St., Danville 
507 Heyburn Bldg., Louisville 


fe 
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102 Breckinridge Lane, Louisville 
Da. L. .. Lexington Clinic, Lexington 
103 W. Fourth St., Owensboro 
103 W. Fourth St., Owensboro 
905 Brown Bldg., Louisville 
Public Square, Glasgow 
105 E. North St., Mayfield 
First City Bank Bldg., Hopkinsville 
Dr. L. 1110 Francis Bldg., Louisville 
901 Heyburn Bldg., Louisville 
Dr. Harry A. JAKEMAN....Stephens National Bank Bldg., Fremont, Neb. 
Dr. CHARLES W. JEFFERSON..............- 622 Francis Bldg., Louisville 
421 Heyburn Bldg., Louisville 
Dr. Henry V. JOHNSON............... 125 S. Hamilton St., Georgetown 
Dr. CoLEMAN C. JOHNSTON.............6: 211 W. Second St., Lexington 
805 Brown Bldg., Louisville 
Drs FERRMAN MAHAPFRY... 430 Francis Bldg., Louisville 
North Second St., Richmond 
190 N. Upper St., Lexington 
De. S. Guonce Pauzer...........0.. 1103 Maryland Ave., Bristol, Tenn. 
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50 
Dr. W. H. PENNINGTON............0005 190 North Upper St., Lexington 
2406 Valley Vista Rd., Louisville 
Dr. GeorcE E. Pryor............- Stamford Sanitarium, Stamford, Texas 
Dr. Frep W. RANKIN......... Suite 410, Security Trust Bldg., Lexington 
Da. Roozar E. 1080 Lawton Rd., Covington 
Da. M. Bourbon Bank Bldg., Paris 
Dr. Ropert W. RoBERTSON..... 803 Citizens Savings Bank Bldg., Paducah 
ret 221 S. Hanover Ave., Lexington 
Dr. B. 1417 Heyburn Bldg., Louisville 
Dr. M. 16 East Third St., Maysville 
511 Second National Bank Bldg., Ashland 
Dr. CHARLES DANA SNYDER........2.0c000005 223 Lyttle Blvd., Hazard 
13th & Blackburn, Ashland 
115% S. Main, Hopkinsville 
Dr. Georce P. WHITESIDE...............-- Richardson Bldg., Glasgow 
Veterans Adm. Hospital, Bay Pines, Fla. 

Junior FELLows 
509 E. Main St., Bowling Green 

LOUISIANA 

SENIOR 
Dr. C. 3431 Prytania St., New Orleans 
Dr. Luctan W. ALEXANDER... .1230 Maison Blanche Bldg., New Orleans 
500 Audubon St., New Orleans 
Dr. RicHarp R. BruNAzz!1..209 Physicians and Surgeons Bldg., Shreveport 
Dr. SipneY M. 1415 Delachaise St., New Orleans 
316 Catalpa St., Monroe 
Chaille Bldg., New Orleans 
940 Margaret Place, Shreveport 


Dr 


: 
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Dr. KATHARINE HAVARD............+-0-- 826 Bourbon St., New Orleans 
Dr. R. Gorpon Hoicomsg, JR............-- 207 Foster St., Lake Charles 
805 North Blvd., Baton Rouge 
De. Jona 812 Pere Marquette Bldg., New Orleans 
Chaille Bldg., New Orleans 
re 1430 Tulane Ave., New Orleans 
Dr. Howarp R. MAHOoRNER...... lasing 810 Hibernia Bldg., New Orleans 
Dr. T. Jere McHuGu............ 705 New Reymond Bldg., Baton Rouge 
Dr. CHarces McVEa........ Louisiana National Bank Bldg., Baton Rouge 
Dr. JoHN G. MENVILLE............ Maison Blanche Bldg., New Orleans 
eS rr 945 Canal Bank Bldg., New Orleans 
Dr. MarsHa.t L. MICHEL, JR......... 1441 Delachaise St., New Orleans 
Dr. Martin O. MILLER......... 912 Pere Marquette Bldg., New Orleans 
220 Foster St., Lake Charles 
1310 Canal Bldg., New Orleans 
Tim. 1430 Tulane Ave., New Orleans 
3411 Prytania St., New Orleans 
Dre. A. Been. 1202 Richards Bldg., New Orleans 
503 Medical Arts Bldg., Shreveport 
Dr. Peter B. SALATICH........ 1228 Maison Blanche Bldg., New Orleans 
Dr. Ambrose H. 1005 Richards Bldg., New Orleans 
Dr. Georce J. TAQUINO........... 1313 Canal Bank Bldg., New Orleans 
Dr. EUGENE VICKERY........... 1107 American Bank Bldg., New Orleans 
914 American Bank Bldg., New Orleans 
Dr. B. BERNARD WEINSTEIN.........-+ 1441 Delachaise St., New Orleans 

Junior FELLOws 

MISSISSIPPI 

SENIOR FELLowsS 
Dr. WILLIAM H. ANDERSON..........-.-.5000: 114 Main St., Booneville 
BD: Gannon F. Medical Arts Bldg., Greenville 
Dr. MAxweELt D. BERMAN...........+-02: 1011 N. Jefferson St., Jackson 
150 Yazoo Ave., Clarksdale 
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Medical Arts Bldg., Greenville 
Dai Joun P. Ja... . 404 Ross Bldg., Hattiesburg 
314 Lafayette Ave., Swathmore, Pa. 
De: Dimon... Natchez Charity Hospital, Natchez 
ene P. O. Box 128, Centreville 
P. O. Box 128, Centreville 
312 W. M. O. X. Bldg., Meridian 
W. M. O. X. Bldg., Meridian 
Medical Arts Bldg., Greenville 
121 N. President St., Jackson 
307 West Sixth St., Reno, Nevada 
Dr. James Harvey JOHNSTON, JR............. 1200 N. State St., Jackson 
1600 Monroe St., Vicksburg 
Dr. NatHAN B. Lewis......... 303 First National Bank Bldg., Vicksburg 
Dr. J. W. Lipscoms..... iiviedrkhutny damon 410 Lamar Life Bldg., Jackson 
Vicksburg Clinic Hospital, Vicksburg 
1207 Gloster St., Corinth 
eee Vicksburg Clinic, Vicksburg 
Rush’s Infirmary, Meridian 
512 Standard Life Bldg., Jackson 
Dr. FRANK E. WERKHEISER...........- 419 Standard Life Bldg., Jackson 
1001 Main St., Columbus 


| 

| 
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Junior FELLows 


Dr. CLAUDE G. CALLENDER.........- 201 Barnett-Madden Bldg., Jackson 
NORTH CAROLINA 
SENIOR FELLOWS 
Dr. Newsom P. BaTTLe.............. Park View Hospital, Rocky Mount 
Dr. LawreNcE L. BEALL........... Jefferson Standard Bldg., Greensboro 
De: Rowiamn T. Professional Bldg., Charlotte 
Dr. VERNE H. BLACKWELDER.............-. Blackwelder Hospital, Lenoir 
412 North Church St., Charlotte 
Dr. Howarp H. BrapsHAw........ Wake Forest College, Winston-Salem 
U. S. Naval Hospital, Camp Lejeune 
Dr. Georce L. CARRINGTON....... Alamance General Hospital, Burlington 
16 West First Ave., Lexington 
226 Nissen Bldg., Winston-Salem 
Dr. WILLIAM S. CoRNELL............ 1373 East Morehead St., Charlotte 
Dr. ABNER M. CornWELL, SR...........- 419 South Aspen St., Lincolnton 
Da: T. ... 403 N. Tryon St., Charlotte 
1416 Twelfth St., Hickory 
Professional Bldg., Charlotte 
Dr. CHARLES P. GRAHAM........... Masonic Temple Bldg., Wilmington 
807 Public Service Bldg., Asheville 
Da. Jounm W. 314 South Washington St., Shelby 
701 Sixth St., Charleston, Ill. 
412 N. Church St., Charlotte 
errr 415 North Fayetteville St., Asheboro 
New Medical Bidg., Asheville 
Dr. Maurice LeBaumr..............06: 101 North Elm St., Greensboro 
Norburn Hospital, Asheville 
Dr. Morr S. MartTin........ Martin Memorial Hospital, Inc., Mount Airy 
Dr. NATHANIEL H. Matros.............. 10 Vanderbilt Place, Asheville 


> 
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Dr. STEPHEN McINTyRE........ ....Fifth and Chestnut Sts., Lumberton 
121 West Seventh St., Charlotte 
Dr. CLEMENT R. MonroeE............ Moore County Hospital, Pinehurst 
Da. Lance T. 206 Professional Bldg., Kannapolis 
Dr. H. Stokes Munrog, JR............. 301 Professional Bldg., Charlotte 
VA Hospital, Oteen 
Dr. WILLIAM B. NorRMENT...........--- 101 North Elm St., Greensboro 
Medical Bldg., Elizabeth City 
1518 Harding Place, Charlotte 
Masonic Temple Bldg., Wilmington 
324 Jefferson Bldg., Greensboro 
Professional Bldg., Charlotte 
Dr. VERNON G. WATTERS, JR..........264-- 403 N. Tryon St., Charlotte 
Dr. BAHNSON WEATHERS...........-seeeee0: Box 308, Roanoke Rapids 
Dr. McCuorp WILLIAMS............-- 222 Professional Bldg., Charlotte 
ee Wachovia Bank Bldg., High Point 

Junior FELLow 
SOUTH CAROLINA 
SENIOR FELLOWS 

135 S. Main St., Greenville 
ee 1404 Laurel St., Columbia 
4 Vanderhorst St., Charleston 


1412 Bull St., Columbia 


bes 
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Dr. FRANK P. COLEMAN...........-:- 5309 New Kent Rd., Richmond, Va. 
Dim, 201 N. Washington St., Sumter 
De. A. 95 Rutledge Ave., Charleston 
Dr. CLARENCE A. KINNEY............626- 111 West Cheves St., Florence 
Dr. Lawrence H. McCALta.............- Professional Bldg., Greenville 
Dr. Grornczk T. 1412 Bull St., Columbia 
Dr. Morpecal 107 E. North St., Greenville 
206 E. North St., Greenville 
Dr. AsA M. SCARBOROUGH............00000% Woodside Bldg., Greenville 
Dr. Lropotp A. SCHNEIDER.............. 3 S. Cambridge St., Ninety-Six 
Dr. Horace G. SMITHY............ Medical College of S. C., Charleston 
Dr. ANDREW B. WHITAKER.......-.....2055 522 E. DeKalb St., Camden 
209 E. Coffee St., Greenville 
rere 145 Rutledge Ave., Charleston 


Junior FELLows 


Dr. SAMUEL O. BLACK, JR...........-- Mary Black Hospital, Spartanburg 
Professional Bldg., Anderson 


‘ 
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Dr. FuRMAN T. WALLACE............- 714 Andrews Bldg., Spartanburg 
TENNESSEE 
SENIOR FELLOWS 
Da, 514 West Church Ave., Knoxville 
902 Madison Ave., Memphis 
Dr. J. SUMPTER ANDERSON..............- Bennie-Dillon Bldg., Nashville 
Da, Cuantes ... 899 Madison Ave., Memphis 
807 Medical Arts Bldg., Knoxville 
200 Doctors Bldg., Nashville 
Dr. Carey G. BRINGLE........... iin spate 188 S. Bellevue, Memphis 
Dr. JaMes M. BrocKMAN............ 1255 Eastmoreland Ave., Memphis 
39 South Cleveland, Memphis 
Da: SCRANTON 607 W. Main Ave., Knoxville 
899 Madison Ave., Memphis 
1304 Union Ave., Memphis 
Dr. Kyte C. CopENHAVER............ 902 Medical Arts Bldg., Nnoxville 
se Lawson VA. Hospital, Chamblee, Ga. 
Dr. THEODORE W. Davis........... 301 Jackson Bldg., Nashville 
899 Madison Ave., Memphis 
Dr. Horton G. DuBarp......... 2541 Broad St., Memphis 
Da. Luowanp W. EnWARDs.... 2001 Nayes St., Nashville 
200 E. Main St., Johnson City 
130 Madison Ave., Memphis 
Medical Arts Bldg., Chattanooga 
Da. L. HAUN.... 901 Medical Arts Bldg., Knoxville 
923 Madison Ave., Memphis 
209 Doctors Bldg., Knoxville 
Dr. W. Hotenan....223 Physicians & Surgeons Bldg., Memphis 
Dr. G. Turner Howarb, JR.......... 506 Medical Arts Bldg., Knoxville 
Dr. Moses W. Howarp.............. 407 Medical Arts Bldg., Knoxville 


be 
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899 Madison Ave., Memphis 
Dr. Ropert A. KNIGHT.......... 2516 N. Hudson, Oklahoma City, Okla. 
826 Bennie-Dillon Bldg., Nashville 
Dr. Epwin J. LipscoMB..............-- ,....188 S. Bellevue, Memphis 
Hamilton Bank Bldg., Johnson City 
188 S. Bellevue, Memphis 
Dr. Ropert L. McCracKEN..........+.--- 610 Doctors Bldg., Nashville 
899 Madison Ave., Memphis 
ee a 1005 Com. Title Bldg., Memphis 
Dr. FRANCIS MURPHEY...........-.000005 899 Madison Ave., Memphis 
1831 W. Clinch Ave., Knoxville 
Medical Arts Bldg., Knoxville 
180 N. Willett St., Memphis 
Dm. PORTER. 248 Madison Ave., Memphis 
Da. Ravmonn Paice. Medical Arts Bldg., Oakridge 
203 Gunter Bldg., Shelbyville 
1304 Union Ave., Memphis 
Dr. WILLIAM T. SATTERFIELD.......... 919 E. McLemore Ave., Memphis 
De. Veterans Hospital, Mountain Home 
Da. CC. ... 521 W. Cumberland, Knoxville 
238 Doctors Bldg., Nashville 
899 Madison Ave., Memphis 
869 Madison Ave., Memphis 
Dr. E. MALCOLM STEVENSON........ 022-200: 188 S. Bellevue, Memphis 
Da. BULLIVAN 2318 West End Ave., Nashville 
899 Madison Ave., Memphis 
Dr. RicHarp G. WATERHOUSE......... 801 Medical Arts Bldg., Knoxville 
Dr. Davin H. WaTERMAN............ 607 Medical Arts Bldg., Knoxville 
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Dr. JosepH E. WHEELER............. Veterans Hospital, Alexandria, La. 
JuNior FELLows 
924 Bennie-Dillon Bldg., Nashville 
899 Madison Ave., Memphis 
206 E. College St., Fayetteville 
Da; ©. BEAVER... 899 Madison Ave., Memphis 
Dr. Paut G. Morrissey, JR.......... 1210 Bennie-Dillon Bldg., Nashville 
Dr. C. THomaAs REaD..... Bellevue Hospital, Columbia Univ., New York 
1610 Pine St., New Orleans, La. 
Dr. ALEXANDER F. RUSSELL............ 232 North Second St., Clarksville 
VIRGINIA 
SENIOR FELLows 
Dr. S. ANDREWS.............-203 Medical Arts Bldg., Norfolk 
Dn; Honace .... 1301 Ohio St., South Norfolk 
6408 Huntington Ave., Newport News 
Medical Arts Bldg., Portsmouth 
. Dr. Francis R. CRAWFORD.............-- Dorothy May Bldg., Farmville 
Dr. Donan S. DANIEL............. Johnston-Willis Hospital, Richmond 
PS 809 Wainwright Bldg., Norfolk 
73 Third St., Pulaski 
Dr. BENJAMIN A. DOGGETT............. 708 Medical Arts Bldg., Norfolk 


Guoace A, DUNCAN. ... 300 Wainwright Bldg., Norfolk 
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J. MorEHEAD EMMETT............. C. & O. Hospital, Clifton Forge 


Dr. 

114 N. Washington St., Alexandria 
Da. Ropzar D. .... 718 Medical Arts Bldg., Norfolk 
Dan, Lomax GOWATHMET. .. 220 W. Freemason St., Norfolk 
Dr. H. RupotpH HARTWELL............... 31 Radford Village, Radford 
Dr. Ropert P. HAWKINS, JR......... The C. & O. Hospital, Clifton Forge 
Dr. Marcetius A. JOHNSON, JR..........-. Lewis-Gale Hospital, Roanoke 
De: Lowwoon 909 Medical Arts Bldg., Roanoke 
705 Medical Arts Bldg., Norfolk 
Dr. J. Ropert 1000 W. Grace St., Richmond 
Dr. Louis A. MCALPINE............+.-.. 505 Washington St., Portsmouth 
Fontes BE, . 1200 E. Broad St., Richmond 
Da. Struaat N. Stuart Circle Hospital, Richmond 
A, 114 W. Boscawen St., Winchester 
Dr. Bernarp L. PARRISH............... 804 Wainwright Bldg., Norfolk 
Dr. NATHANIEL F. RoDMAN..........-. 316 Medical Arts Bldg., Norfolk 
Dr. HersBert W. RoGERS............... 812 Medical Arts Bldg., Norfolk 
Dr. Grorce W. SCHENCK.............. 515 Medical Arts Bldg., Norfolk 
De. WE. SROWALTER. Christiansburg 
Dr. E. CHRISTOPHER STUART, JR....... 21 West Boscawen St., Winchester 
Dr. L. 405 Wainwright Bldg., Norfolk 
Veterans Hospital, Coral Gables 

Junior FELLows 
114 W. Boscawen St., Winchester 
WEST VIRGINIA 
SENIOR FELLowS 

Dr. B. Wheeling Clinic, Wheeling 
308 Medical Arts Bldg., Charleston 
Da. Faawer L. Corpry. 323 FHNB. Bldg., Huntington 
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Dr. 
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Row.anp H. Stevens Clinic Hospital, Welch 
L. 1130 Market St., Parkersburg 
L. 208 S. Queen St., Martinsburg 
ci 423 11th St., Huntington 
713 W. Virginia Bldg., Huntington 
R. Laird Memorial Clinic, Montgomery 
The Myers Clinic, Philippi 
Beruin B. NICHOLSON.......... 414 Union Trust Bldg., Parkersburg 
Marvin H. PorrerFIELD............ 219 W. Burke St., Martinsburg 
os 1119 Sixth Ave., Huntington 
206 Guaranty Bank Bldg., Huntington 
JUNIoR FELLows 
58 14th St., Wheeling 
Oak Hill Hospital, Oak Hill 
Ror . . .315 Medical Arts Bldg., Charleston 


Dr. J. Frank WILLIAMS, JR................-418 Goff Bldg., Clarksburg 
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